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(Insert manufacturer name & logo)
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Apheresis collection form

Donor Name___________________



Product No____________________

                                    Affix Patient Label





	COLLECTION CENTRE:  ( (Site1) ( (Site2) ( (Site3) ( Other:
	

	equipment

	Model
	Machine Identification Number

	(Model1) 
	( ID No (Site)
	( 
	(
	( 

	(Model2)
	( ID No (Site)
	(
	(
	


	MATERIALS
	Date Used
	Batch/Lot No
	Expiry Date

	Spectra Optia Collection Set (Ref 10110)
	
	
	

	COBE Spectra Set (Ref 70620)
	
	
	

	Spectra Optia IDL Set (Ref 10310)
	
	
	


Product Type: 
   ( PBSC   ( Other: _____________________    Concurrent Plasma?  ( Yes   ( No
Volume Estimate:   
1. Cells requested _____x106/kg x recipt wt _____ kg ( (0.5 or 0.4 x CD34+conc _______ x106/L) =_____ L

2. Cells requested _____x106/kg x recipt wt _____ kg ( (0.5 or 0.4 x CD34+conc _______ x106/L) =_____ L

	COLLECTION
	Day 1 Collect
	Day 2 Collect

	Date
	
	

	Collection label checked (sign)
	
	

	Label check verified (sign)
	
	

	Time collection finished
	
	

	Duration of collection (hr)
	
	

	Volume blood processed (L)
	
	

	Volume product collected (mL)
	
	

	Additive
	( ACD-A    ( Heparin
	( ACD-A    ( Heparin

	Additive volume (mL)
	
	

	Total vol including additive (mL)
	
	

	Record any problems or adverse events during collection
	
	

	Operator’s name
	
	

	Operator’s signature
	
	

	Date/Time transported to (Insert manufacturer)
	
	

	Transport container 
	( Blood in Motion   ( Rigid Esky
	( Blood in Motion   ( Rigid Esky

	Temperature logged
	( Yes   ( No
	( Yes   ( No

	O/N storage at 2-8oC. Time in:
	
	

	O/N storage fridge location
	( (Manufacturer)   ( ___________
	( (Manufacturer)   ( _________

	Transported by 
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